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Background: Coronary artery calcium score (CACS) and exercise treadmill test (ETT) results predict patient outcome and are both considered 
appropriate for risk stratifying selected subjects. There are no data comparing these two tests in asymptomatic subjects.
objective: Define the independent and complementary role of calcium score and ETT variables for predicting outcome.
Method: Prospective observational study from 1995-2006 with a median follow-up of 6.9 years involving 988 generally asymptomatic subjects who 
had both tests performed within several weeks. Mean age was 57 years with 75 % male .Mean Framingham 10 years Risk (FRS) was 10.9 %. Follow-
up was complete in 96% for cardiac events defined as cardiac death, nonfatal myocardial infarction and coronary revascularization.
results: Total event rate was 11.2% over 6.9 years (1.6%/year). Multivariate predictors of events were: exercise-induced ischemia (RR 1.84); 
decreasing exercise capacity (RR 1.10) and Duke Treadmill Score (DTS) (RR 1.09); and CACS severity (RR 1.39). A CACS >400 further improved risk 
prediction in low risk ETT groups: hazard ratio 5.25 (no exercise ischemia); 5.13 (low risk DTS); and 6.51 (exercise capacity >8 METs) (p<0.0001). 
The net reclassification index significantly increased after adding CACS results to the FRS (30.2) and the combined models of FRS plus peak 
exercise capacity (7.2 to 29.7), DTS (15 to 22.6) and exercise-induced ischemia (9.6 to 30.6) (all p<0.0001). The area under the ROC (AUC) 
increased significantly when CACS (0.63 to 0.70, p=0.01) but not ETT variables (0.63 to 0.65) were added to the FRS. Adding CACS to ETT variables 
significantly increased the AUC (0.65 to 0.71, p=0.01) but addition of ETT variables to CACS results did not (0.70 to 0.71, p=0.15)
conclusions: In generally asymptomatic subjects, CACS significantly improves risk stratification beyond FRS and ETT variables and does so even in 
low risk groups. Our results support CACS as a first line test over ETT to enhance clinical risk prediction of cardiac events.
